Whether cases would benefit or not depended on the type of pulmonary tuberculosis. He did not think that any case of pulmonary tuberculosis should be treated by ultra-violet radiation unless all the facilities of frequent pathological tests and expert clinical examination of the chest were available.
In reply to the President, he stated he had frequently seen " burns "-or as actinotherapists preferred to call them, " severe erythemas," generally the result of treatmen., by unqualified practitioners. Congenital Heart Disease. By PHILIP FIGDOR, M.B. GIRL, F. G., aged 5. Full-term child. The mother's statement is that the patient has had "a cough since she was born," and that she was "born with h-eart disease."-She was told this at an Infant Welfare Centre, where the child was apparently under observation from a few weeks of age.
The child is fairly well nourished. There is no cyanosis and no clubbing of fingers. The blood shows haemoglobin 100 per cent. and red cells 5,280,000.
Lungs, abdomen and central nervous system are normal. The heart shows no notable enlargement or displacement. There is a well-marked systolic thrill in the pulnmonary area. A systolic murmur is loudest there, but is also heard all over front and back of chest.
Diagnosis.-? pulmonary stenosis and patent ductus arteriosus.
DTscussion.-Dr. PARSONS-SMITH said he regarded the case as a straightforward example of patent ductus arteriosus; the murmur was definitely confined to systole, but he had seen, post-mortem, cases of patent ductus arteriosus which during life had only a long systolic murmur.
With regard to the possible co-existence of pulmonary stenosis (the combination of patent ductus and congenital pulmonary stenosis being by no means rare) he inclined to the view that there was insufficient clinical evidence for the diagnosis; he suggested that an electrocardiogram might be of assistance, the curves in this condition being as a rule extremely distinctive.
Dr. EVAN BEDFORD said he agreed with Dr. Parsons-Smith's view of the case. The thrill was conducted into the vessels of the neck, and that did not occur in pulmonary stenosis alone, though it did in patent ductus arteriosus. And in the latter condition the skiagram showed a characteristic picture of dilatation of the pulmonary artery. Both a skiagram and an electrocardiogram would be valuable.
Dr. WEINBREN said that if a skiagram of the chest were taken there would probably be seen a bulge below the aortic arch if pulmonary stenosis were present.
Non-operated Mammary Carcinoma of fifteen years' duration in a Woman with a Strongly Positive Wassermann Reaction.
By F. PARKES WEBER, M.D.
THE patient, Mrs. M. N., aged 63, a widow, is a thin woman with extensive, chronic, fungating, right-sided mammary carcinoma. This commenced at least fifteen years ago, but she always refused operation. There was, of course, no ulceration when the disease first attracted attention. The ulceration commenced about two years ago. An interesting point in the history is that about one and a half years ago the large ulcerated carcinoma became infected with erysipelas, but the latter disease seems to have made the former disease neither better nor worse. The lymphatic glands in the right axilla are infiltrated, and there have been pains suggesting the possibility of intrathoracic involvement. There is no history of syphilis. The patient has had no children (was never pregnant). Tier bloodserum gives strongly positive Wassermann and Meinicke reactions.
Abscess in the Liver, of Uncertain Origin, associated with Enlargement of the Spleen.
By PHILIP TURNER, M. S. J. S., A BOY, then aged 9, was admitted to Guy's Hospital under Dr. Fawcett in December, 1924, for a biliary fistula.
Previous History.-From infancy the patient has been subject to "bilious attacks."
The symptoms were always abdominal pain, followed by attacks of vomiting, with recovery next day.
Present Disease.-Patient was first taken ill on August 21, 1924. After a short period of malaise he had shivering fits every hour or so; there was pain in the right side and in the legs. There was no diarrhcea, but he vomited some twenty times during the day.
He remained in the same condition till September 2, when he was transferred to Tolworth Isolation Hospital as possibly a case of typhoid. His blood was agglutinated against typhoid and paratyphoid A and B with negative results.
On October 2 he was transferred to Surbiton Hospital, where a subphrenic abscess was diagnosed. On October 8 Mr. Bromley operated. A paramedian incision was made, and the abdomen, when opened, was found to contain clear fluid. The appendix could not be found. A subphrenic abscess was then opened and drained after resection of a portion of the ninth rib, pus being first detected with an exploring syringe. Symptoms gradually subsided, but a biliary fistula formed and persisted in the operation tract.
On November 22 he was discharged, but though his general condition had improved bile was still escaping from the fistula. Later on the abdomen became distended, there was slight diarrhoea, the urine was red in colour, and there was pain in the right side.
On December 2 he was readmitted to the Surbiton Hospital on account of these symptoms and a recurrence of the pyrexia. The fistula now closed, but reopened after a few days.
Condition on Admission to Guy's Hospital.-A fistula discharging bile was present in the mid-axillary line. The liver edge was just palpable and the spleen was slightly enlarged. The urine was normal. X-ray examination showed the diaphragm at about the same level on both sides, and both moved freely. Costo-phrenic angles clear; lower margin of liver just above the costal margin. A blood-culture showed a mixed growth of Streptococcus longus and Staphylococcus albus. The discharge from the fistula gave a growth of Bacillus coli communis only.
The sinus was opened up under gas and a large tube inserted. Anti-streptococcal serum was given.
Dr. Fawcett and Mr. Bromley considered that the appendix was the primary source of the trouble, and that the original abscess was partly intrahepatic.
The wound continued to discharge, and on January 26, 1925, Mr. Bromley reopened the old wound, excised the indurated margins of the fistula, so that the
